Paper
Intensive Therapy Wards and the Ten-year Plan by P J Helliwell MB FFA RCS (Guy's Hospital, London) Definition ofIntensive Therapy During the past few years traditional hospital organization has come under critical scrutiny, partly because of the impetus created by the new building programme, and even more searchingly because of the increasing difficulties hospital authorities experience in obtaining adequate nursing and domestic staff. In consequence, work study has come to the hospital, and one of its earliest results is the concept of progressive nursing care. This simply means that instead of grouping patients together according to the physician or surgeon under whose care they are admitted, they are grouped according to the nursing facilities which they, as patients, require.
In this scheme the ordinary surgical cases are grouped under three headings: Special nursing care, intermediate care, and self-help. Patients in the first group can do little for themselves and require constant skilled nursing attention. In the second group they may not be able to do much for themselves, but the amount of skilled nursing attention which they require is small, and most of the assistance they need can be given by less skilled personnel. In the third category are patients who require the very minimum of nursing services, and such assistance as they require can be given by nursing aides or even by relatives. Some authorities sub-divide into more groups, others into less, according to their needs. The object, of course, is to concentrate the main nursing force where it is most needed, and not dissipate it needlessly amongst patients who require little nursing attention.
In this method of grouping patients, opinion is divided on whether it is even necessary to have a broad division between medical and surgical cases. Some advocate the grouping of all patients in a hospital entirely according to nursing requirements. There are, however, serious objections, to which I shall refer later, to grouping medical and surgical cases together.
There is already confusion of terminology in this scheme, particularly over use of the term 'intensive therapy'. Some people use it simply to cover special nursing care. I am not using it in that sense, but to embrace a selective smaller group of cases, who require the maximum of nursing and medical attention. It may be useful to attempt to define the types of case which come into this category. They can be grouped under the following headings: (1) Patients suffering from some form of respiratory insufficiency of shortterm duration. Many of these are post-operative cases, either because they have had cardiopulmonary surgery, or because the surgical or anwsthetic interference to which they have been subjected has greatly exacerbated some preexisting pulmonary pathology. Some cases of respiratory insufficiency would be referred from the medical side. These include the barbiturate poisonings, possibly patients undergoing treatment for tetanus until transferred elsewhere, and also cases of polyneuritis and paralytic polio in the early phase of the illness. In a hospital with an accident service the crushed chest injury would be treated here.
(2) Those suffering from serious cardiovascular instability, either as a result of cardiac surgery or other types of major surgery associated with serious cardiovascular disturbance, or following a serious accident requiring resuscitation before or after surgical treatment.
(3) Those who require some complicated form of therapy, such as the artificial kidney.
(4) A non-specific group in whom for one reason or another constant medical and nursing attention is desirable. whether to take the equipment to the patient or vice versa. We believe that there are unquestionable advantages in always taking the patient to the equipment. If this is accepted it automatically means the mixing of medical and surgical cases, for only the very largest hospitals could afford two such units.
In an attempt to estimate the number of cases requiring intensive therapy the Ministry of Health recently requested a survey in which, over a given period of time, nursing staffs were asked to make a return on patients in their care. For patients to qualify an affirmative answer was required to the following four questions: (a) Is the patient critically ill? (b) Would the patient benefit from skilled technical nursing care? (c) Would the patient benefit from constant trained nursing observation? (d) Is the patient likely to need medical aid urgently ?
In most hospitals the number of patients who fall into all four categories is very few indeed, but it will obviously vary according to the type of work done, and the type of patient admitted. In my own hospital, for example, the vast majority of such cases are post-operative patients who have undergone cardiac surgery. Indeed, it was in order to provide suitable facilities for looking after these cases that, at the instigation of Sir Russell Brock, an intensive therapy unit was first established in Guy's Hospital in 1955. Initially it consisted of two beds and a cot. At present it has four beds and a cot, and when our new unit is opened this month it will have risen to eight beds and two cots.
I should like to stress once again that every hospital must be assessed individually for its needs, and it cannot be laid down that such and such a size of hospital will require so many intensive therapy beds. Location ofIntensive Therapy Unit Before going any further into the details of intensive therapy, I think we should discuss the location of the unit. This must be governed by the type and source of the majority of patients treated by it. In our case, the majority are postoperative surgical patients. It is therefore important that it should be near the theatre suite, although, for reasons I shall give later on, it must be administratively and architecturally independent of it.
Principles andProblems of Modern Theatre Organization
It is now generally accepted that a theatre suite should be divided into three zones or areas, a reception zone, a clean zone, and a dirty zone; and as far as possible, traffic should be controlled so that it is always moving from the clean to the dirty areas. In a report by the Operating Theatre Hygiene Sub-Committee of the Medical Research Council (1962) four zones are described: Protective Zone, Clean Zone, Sterile Zone, Disposal Zone. The clean zone is subdivided into two areas, an inner one consisting of the operating theatre and sterile work room, and an outer one to include the anaesthetic rooms, sterilizing room or sterile store, scrub up area and rest rooms. The reception or protective zone should contain a receptionist's office, changing rooms, non-sterile goods stores, and two patient-holding areas which I shall refer to again.
What makes theatre planning so difficult is that the personnel, patients and staff cannot be disposed of through the dirty area, and yet provision has to be made for them to move about with tolerable freedom without transgressing this movement principle. This is relatively simple in a single theatre unit, or even in a double unit, but in a multiple theatre suite the ingenuity of the architect is severely taxed. My own opinion is that this policy should be applied with a certain amount of common sense, because if a movement routine is so complex as to prove irksome for the medical and nursing staff, it will unquestionably be disregarded and defeat its own object.
I feel the intensive therapy unit must be situated somewhere in this reception or protection zone. Access to it must be readily available both from the outside, and from inside the theatre suite. It is unrealistic to expect medical staff wishing to visit their patients in the intensive therapy unit, and not at that moment working in the theatres, to go through the routine of a theatre change before entering the unit; but it is equally important that personnel actually working in the theatres should have unimpeded access to the unit if their presence is required there urgently. Proximity to the theatres is also necessary in our type of unit, because patients with post-operative heemorrhage, &c., frequently have to go back into the theatre for further operative treatment.
Integration into the Patient-care Routine
This intensive therapy unit must not be confused with a straightforward anesthetic recovery waid. Although proximity to a standard recovery ward is an advantage, our experience leads us to believe that administratively it should be entirely independent, both of the theatres and of theroutine recovery ward. I should like to see the recovery ward and intensive therapy ward integrated into the surgical side of a hospital in the following way (Fig 1) .
In the past, operating theatres were built as and where they were required. The modern tendency is to group them together into a large theatre-complex. This has obvious advantages, but it also creates problems. One major problem is that the number of patients who have to be moved to and -from this unit varies considerably, but may rise to quite large numbers over a short period of time. If the building is a multi-story one, as is often the case, this will throw an impossible strain on the lift services. It is therefore necessary to provide in the theatre complex a reception unit to which the patients can be brought at leisure, ready for transfer into the theatre area proper as required. Similarly, a place is needed where they can be held until they can be conveniently moved back to the ward after operation. This reception ward and recovery ward can, of course, conveniently be combined. It should really be a ward of bed spaces, rather than beds; otherwise it will not be long before there is one patient in a bed in the surgical ward and another in the bed in the recovery ward, and all that has been done is to increase the surgeon's number of beds.
Normally, therefore, a patient for operation is taken from the surgical ward in his bed to this reception/recovery ward. He then moves on a theatre trolley to the theatre, thus achieving the necessary transportation break. After operation he is returned to his bed, where he waits either until it is convenient, or, alternatively, until his condition makes it safe, to move him back to the surgical ward. Douglas (1962) has suggested that all the patients for operation during a particular session should be collected in this ward, and premedicated there, under the supervision of the anesthetic department. In my opinion it is preferable to move the patient there after premedication, so that his pre-operative stay there is telatively short; otherwise there seems a distinct possibility that this ward will come to be regarded as the ante-room to the chamber of horrors.
This arrangement is very simple for the elective case operated upon during the daytime, and it can also be made to help in the problem of the emergency case operated upon at night. The admission of patients to a ward during the night, particularly if they have to be moved to and from the theatre, has always been a serious nuisance, because of disturbingother patients. In this scheme it is suggested that at a convenient time during the evening the empty take-in beds be moved to this reception ward. A patient admitted after this time goes straight into one of these beds and will be held there until the morning, whether he has an operation or not. This has the combined advantage of removing a source of much disturbance from the surgical ward, and of justifying a night staff on the recovery/reception ward, which could not otherwise be an economic unit for twenty-four hours of the day. Similarly, the ward can be used at night for patients brought into the casualty department and requiring observation before a decision is made to admit them to the hospital proper or send them home. The important thing about this ward is that no patient is held in it for more than twenty-four hours. Therefore, once a day it must be cleared of patients. This can most conveniently be done early in the morning, when the R.S.O. can visit the ward and dispose of every patient there. They would be sent back to their wards, discharged from the hospital or, if not fit for either of these two procedures, transferred to the intensive therapy unit where they can be held indefinitely. The idea behind all this, of course, is that these patients require roughly the same type of nursing care and can therefore be conveniently collected together.
I have already referred to the possibility of cases from the medical wards being admitted to the intensive therapy unit. In most hospitals, as previously pointed out, this will obviously be necessary. The main problem presented by this entry of different types of case is cross-infection. In the design of the unit this must be very seriously considered, and some aspects of it will be discussed later.
Size ofIntensive Therapy Unit
The size of recovery/reception and intensive therapy wards must vary from hospital to hospital. We have assessed our own needs in the following manner. The average turnover in our theatre unit is about 45 cases of all types per day, with a variation between 20 and 60. We intend, therefore, to make provision for 20 bed spaces in our recovery/reception ward, or about half our average daily turnover, with an intensive therapy unit of some 10 beds.
Detailed Requirements
The overall principle governing the design must be flexibility. It must be planned so that the ward itself can be adapted to the need of the moment. Some subdivision, however, is most necessary, for isolation facilities will certainly be required. This partitioning, which preferably should be demountable, ought also to be glazed, since overall observation is of paramount importance. We are at present modifying a ward to make provision for 8 beds and 2 cots. All sluice, kitchen, and linen storage facilities are outside the area. The main part of the ward is for 5 beds and provides for 9 ft 6 in. between bed centres. In a purpose planned design, this should probably be a little more, with a minimum of 10 ft between bed centres. Although no attempt is made to segregate sexes in a ward of this type, provision must be available for efficiently screening any bed, since the mortality in such a ward is necessarily high. At present we are experimenting with various types of screen, rather than curtains, which, apart from problems of cross infection, get in the way during normal nursing routines.
Ventilation
Patients on respirators become infected very readily, and provision has therefore been made for isolating three cases in cubicles, which are exhaust ventilated to prevent air movement from the cubicle back into the main ward. Similarly, the 2 cots are isolated in a cubicle with exhaust ventilation.
A very strong case can be made for a full air conditioning system to embrace the whole of this unit. It must be independent of the theatre system and great care must be given to pressure gradients. An air lock should be planned at the entrances from the theatre suite and from the rest of the hospital.
Bed Unit
The main feature of the bed unit itself is the generous number of service supply points which are required. The numerous pieces of equipment which may have to be collected round the bed make it inconvenient to have the bed anchored to a given position. It is important that these service points should be so arranged as to provide this very necessary flexibility and, with the bed in the orthodox position, to allow all the relevant leads to be run from either side. Electric points should also be supplied at high and low level, to avoid festooning the patient with a tangled mass of wires and tubes. Ten electric outlet points may be thought over-generous, but when the requirements of an oxygen tent, a respirator, ECG apparatus, a pace-maker, inspection light, low vacuum sucker, and so on, have been satisfied, and if adaptors are to be avoided, not many of the sockets will be wasted. These outlet points should each be fused individually.
Oxygen and suction points on either side of the bed are a great nursing convenience when turning the patient, and two oxygen points per patient are often used for an oxygen mask inside an oxygen tent if a really high oxygen tension is to be achieved.
The problem of individual lighting for the bed requires very careful consideration. It should provide two intensities of illumination, and it is often a great help if the position of the source of illumination can be varied, not only at high, but also at low levels. Illumination below bed level is necessary for the light not to disturb the patient, and yet to allow the nursing staff to move around without falling over pieces of equipment, and to enable them to read the level of drainage bottles and so forth. We are trying to achieve this by the use of an Angle-poise type of lamp, with twin intensity bulb, and variable bracket positions. Brackets are also provided for supporting a wallmounted sphygmomanometer, but we have found that a free-standing instrument is often more convenient.
Lighting It is rare to find in a hospital today that any coordinated system of lighting has been adopted. Accurate colour assessment is of greatest importance to the anesthetist, but it is also important to many other clinicians. Even so, the effect on colour assessment has seldom been considered in deciding upon a light source. The hospital engineer infinitely prefers fluorescent lighting to tungsten, because it is more economical to run, maintenance is easier, and the wild heat set up by tungsten lighting can be a serious problem. In consequence, acceptance of fluorescent lighting throughout hospitals is being encouraged and we are repeatedly assured that the colour values of daylight can be accurately reproduced by a fluorescent light source. I have yet to be convinced of this, although I am prepared to admit that I may be finding it particularly difficult because my education in colour assessment was conducted principally under the effect of tungsten lighting. It may be said that this is no argument for retaining tungsten lighting, and as soon as we have a hospital population which has been educated in a fluorescent environment our troubles will be over. I hope this is so, because great pressure is being brought to bear on hospitals to give up tungsten lighting; but, whatever its disadvantages, it has the supreme advantage, from the anmsthetist's point of view, that its colour rendering is constant. This colour rendering is also affected, of course, by the surrounding decoration and the influence of its reflections. A great deal more information is required in this aspect of hospital design before any definite conclusions can be reached. In the meantime, it would seem safer to adopt some neutral shade for decoration, avoiding the blues and greens which have become so popular. Of one thing I am certain: that the type of light source throughout this areatheatres, anmsthetic rooms, ancillary rooms, corridors, recovery wards, intensive therapy unitshould be constant. So if fluorescent lighting is adopted the tubes must be of a constant type throughout. My own personal preference is for tungsten throughout, despite its drawbacks. I can tell what colour a patient is in this light, whilst I have had many unpleasant and unnecessary scares as a result of fluorescent lighting.
In the intensive therapy ward itself the lighting, like everything else, must be flexible. The overall intensity must be very carefully considered and a light fitting chosen which will not throw a glare in any patient's eyes. Whatever type is adopted it is wise to have all lights individually switched, thereby obtaining the greatest flexibility. I have already mentioned individual lighting at the bedside, but adequately shaded individual lighting for drug cupboards, nursing station, telephone, &c., must not be forgotten.
Furniture
The bed itself, like everything else, must be capable of adjustment. The essential features are a removable back, variable height and winding mechanism for Trendelenburg and possibly Fowler positions. It should be readily movable and have a satisfactory locking mechanism on the wheels.
Although the normal type of bed locker is not strictly necessary, a modified type of locker for a few essential personal articles, such as a hearing aid, and on which a vase of flowers or a personal photograph can be rested, helps to introduce a humanizing element into this ward. It is, however, very necessary to make provision for what can best be described as flexible shelving round the bed. Pieces of small equipment such as the oscillograph can be rested on this, and it also serves as a convenient place on which to enter up the many record charts, and on which they can be displayed to enable the physician to obtain a comprehensive view of his patient's condition. The standard over-bed table serves this purpose admirably, and each bed is provided with two or three of them, some modified by the addition of an extra shelf.
Call Systems
The ward, including its cubicles, must be designed to allow full observation of all patients from any part of the ward unit. Although a nursing station is provided, in practice it is seldom more than an administrative centre and is rarely occupied if the ward is busy. It is therefore wise to provide some form of call system which will enable a nurse working at any bedside to summon immediate selected assistance, either from another nurse in the ward, or from medical staff. One of the criteria in the Ministry enquiry mentioned earlier was that the patient might require immediate medical assistance. This can only be provided if medical personnel are on the spot, not only during the day but during the night. We have therefore allowed for bedroom accommodation for a member of both the anxsthetic and surgical staffs to sleep within the precincts of the ward. The call system is linked to each of these bedrooms so that a nurse working in the ward can at any moment summon the appropriate help.
Consideration must also be given to the telephone. A call bell, buzzer, or light, must be devised which does not disturb the patients, and conversations must be adequately sound-proofed not only for that reason, but also to avoid causing consternation by alarming messages being overheard. Relatives in this ward cannot possibly be restricted to a particular visiting hour. A slate or similar recording device beside the telephone is useful for writing down urgent laboratory reports until they can be properly entered in the patient's records.
Records
The method of record keeping must be one best fitted for the hospital concerned. Many constant monitoring devices are now becoming available, self-recording and other types. The main difficulty is to devise a method of recording which will present the information concisely and accurately and enable a continuous line of therapy to be followed. It is of the utmost importance to provide an efficient means of communicating information to the different clinicians who will be involved.
Furthermore, nursing patients in this way introduces a break, when a different set of people take over at a certain point of the patient's illness. It is obviously of extreme importance that reference can readily and accurately be made to any incident in the course of the patient's illness. Ancillary Rooms I have already mentioned the provision of a bedroom for an anmsthetist and a house surgeon or registrar. Bedroom facilities must also be provided for relatives. It is very important that the relatives should be able to see the patient as the discretion of the sister in charge dictates. Provision must also be made for confidential interviews with them and for adequate refreshment. Kitchen and sluice accommodation is therefore necessary. In our plan the storage areas are for items of large equipment not normally provided on a surgical ward. Linen storage must also be adequate, but in general the storage requirements are greater than in the traditional type of ward. Laboratory facilities for biochemical estimations must be conveniently situated. It may well be that special laboratory facilities for this unit will be required. Also necessary are technical facilities for maintaining the complicated medical equipment used here. If the intensive therapy unit is located near the theatre unit, this maintenance workshop area can serve the needs of both.
So far I have not referred to the treatment room. Bronchoscopies, tracheostomies, &c., will frequently be necessary in this ward, and there will be minimal disturbance if they can be performed on the spot. For more major procedures it is probably better to move the patient back into the operating theatre.
In our case the whole of the hospital is now supplied by a Central Sterile Supply Department, and as the treatment room serves a dual purpose and is also a preparation room for laying up dressing trolleys, the C.S.S.D. pack store is located here. One of the accepted basic principles of a C.S.S.D. service is that multiple containers such as drums are abolished and once a container has been opened the contents are either used immediately or discarded. This has led to the extensive use of paper as a wrapping material for sterile articles. This is satisfactory provided suitable storage facilities are provided, in particular ensuring that the packs do not get wet, since the shelf life of a sterile paper-wrapped pack is entirely dependent on the pack being kept dry. We prefer shelves to cupboards and these shelves must be easy to keep clean and adjustable if possible; to prevent moisture running down tne walls on to the shelves they are fixed free-standing, thus preventing water getting on to the shelf itself.
Cross-infection
This is a very real problem in these units and one important factor, already discussed, is ventilation. The improved standards offered by a C.S.S.D. service are of assistance here, possibly because the handling of potentially contaminated materials by personnel in contact with patients is reduced to a minimum. This danger of infection has made us think carefully about our equipment. Respirators first came under suspicion; Bishop et al. (1962) have developed and described a method of sterilizing respirators using ethylene oxide. Briefly, this involves putting the respirator inside a large polythene bag, into which an inlet and outlet tube have been vulcanized and into which a power lead has to be run if the type of respirator to be sterilized cannot be battery driven. The bag is sealed and exhausted by vacuum pump. Ten per cent ethylene oxide in carbon dioxide is then connected to the inspiratory side of the circuit and the respirator switched on. The ethylene oxide is pumped through the respirator and slowly fills the bag surrounding it. It is left thus for twentyfour hours if possible.
More recently, Bishop et al. (1963) have described the use of an absolute filter to sterilize the inspired air during intermittent positive pressure respiration. This consists of attaching a Vokes 'Glove Box' filter to the air inlet port, and appears to be extremely effective in preventing infection getting into the respirator. The same workers are now endeavouring to adapt a similar principle to the expiratory port of the respirator, with obvious advantages.
A constant problem where patients are on respirators is the provision of an adequate supply of sterile suction catheters for tracheal and endobronchial toilet. Normally such catheters are individually packed in the C.S.S.D., but the numbers involved make it economically prohibitive when the trachea may have to be sucked out every ten or fifteen minutes. Mr T Newman of the C.S.S.D. of Guy's Hospital has evolved a method of packing these catheters which appears to be satisfactory. Each catheter is passed through a hole in a paper strip and these are laid in layers in a suitable container so that when the lid ;s removed the topmost catheter is protected by a paper layer. It is removed so that the paper protective can readily be used to enable the catheter to be passed into the trachea without it being touched by the hands.
Floor and Wall Finishes
Wall finishes should be such that they will tolerate frequent washings. There are many suitable types of glazement at present available, but colour is important, as I have mentioned.
Floor finishes also must allow mechanical scrubbing. Blood is frequently spilt on the floor, and only actual scrubbing will maintain a satisfactory standard of cleanliness. Terrazzo, which is excellent from this point of view, is extremely tiring for the nursing staff; it is also noisy. A preliminary trial of 'heavy duty' P.V.C. flooring with which a continuous seal can be provided may give us the answer.
The colour of the floor should reveal dirt rather than hide it.
Nursing Staff
Progressive nursing care is designed to make the fullest and most economical use of the nursing staff available. Work in a ward of this type is obviously most exacting in every way. Only the really mentally robust can tolerate it for any length of time. Apart from the strain involved in looking after the patients themselves, there is the ever-present drain on their mental energy which anxious relatives, looking for comfort or reassurance, inevitably cause. It is therefore a postgraduate sphere of nursing. Only a few carefully selected nurses in training can fairly be used. Even so, it is advisable to have some arrangement whereby all the staff can periodically be rested, and given less exacting duties to perform.
It has been said that these units are lacking in basic humanitarian principles, in that the patient is nursed through the most critical period by staff he does not know. This need not be so. Sister J Wailer, to whom I am indebted for much of the detail in this paper, makes a point of getting to know every patient who is likely to come under her care before he reaches the unit. Our experience so far indicates that these wards require a nursing/patient ratio of 2 +/1, of whom the majority must be trained staff.
The Place ofthe Ancesthetist I have purposely left to the end the place of the anaesthetist in this scheme. In the recovery/reception ward the anxsthetist is best fitted by training and availability to be the clinician in charge of the patients during their stay here. The only exception arises when this ward is used as an observation ward in the manner I have suggested. Then the surgeon or physician concerned is responsible, but this need not lead to any confusion. How much clinical responsibility he has in the intensive therapy unit can only be decided by local circumstances. It would be quite unrealistic and undesirable to postulate that the anesthetist has full clinical responsibility for patients here. In my own hospital we have undertaken to provide a twenty-four-hour service for the biochemical monitoring of patients as far as blood gases are concerned, and all the registrars are trained for this purpose. We also supervise and professionally advise on patients suffering from respiratory insufficiency. This divided clinical responsibility need not necessarily prove an insuperable, or even a difficult, problem. Dr A Crampton-Smith of Oxford further advocates that all lines of treatment be channelled through one executive officer, possibly the house surgeon or, if locally preferred, one of the anxvsthetic staff. Only he is allowed to write up any form of therapy or prescription, which he does on the advice of the clinician concerned, and it is he who is responsible for seeking advice from whichever authority he deems the correct one, and for keeping all other interested parties informed. Whatever policy is adopted, it must be one which ensures that a constant, accurate, and full communication of information is always obtained by all the clinicians involved; otherwise confusion and frustration will ensue which can only lead to disaster.
Anesthetic Rooms
In conclusion I should like to turn to another aspect of the ten-year plan. In certain parts of the United States of America and in parts of the Commonwealth, there is a movement amongst hospital planners to dispense with anesthetic rooms, on grounds of economy of both space and equipment. Astonishingly enough, this, in certain instances, is supported by anmsthetists. The idea seems to have arisen that, since the induction of anmsthesia is so rapid, little hardship results if the conscious patient is taken straight into the operating theatre, placed on the operating table, and the induction of anesthesia begun. The first intimation I had of this came from a deputation of the building team planning a new hospital in Johannesburg, who were visiting New Guy's House. Since then I have heard the principle supported by many visitors, and undoubtedly we shall soon have to justify anresthetic rooms to the economist. In my view it is difficult to imagine a more retrograde step than to abolish them. On humanitarian grounds I find it difficult to believe that responsible people would consider it, but from the anesthetic aspect alone it has very serious repercussions. It implies a standard form of anesthesia in every case and hence reduces it at once to a technical service. It must of necessity cause the anaesthetist to hurry and take short cuts, in my opinion one of the major factors leading to an;esthetic disasters. Furthermore, it shows a complete misconception of the proper standards of theatre routine. Ideally the operating theatre should be nothing but an empty box, reserved solely for the operation. Everything which can be done outside the theatre should be so done. In consequence the proper course should be to provide larger anaesthetic rooms rather than to dispense with them. The anesthetic room is the place where anesthesia should be established in an undisturbed atmosphere, drips set up without having to fight for access to a small portion of patient, catheters passed without having to grovel under sterile towels, and patients positioned on the operating table without the benefit of advice from five diffierent people. In fact everything should be done there which can be done before the final towelling up othe patient takes place. Only in this way can the minimum of turbulence in the theatre, both atmospheric and emotional, be achieved. I think we as anwsthetists ought to do everything in our power to ensure that the idea of abolishing anesthetic rooms gains no further ground in this country. If we fail I can think of no quicker way of losing the hard-won status which has been achieved during the last twenty years.
